Study objective-The aim ofthe study was to analyse the extent to which mortality can be predicted from data on self assessed chronic illness. Conclusions-Subjective assessments of health through surveys are valuable as predictors ofmortality for both men and women.
In the years 1977 and 1979-81 complete occupational histories were collected for 25 586 men and women between 25 and 74 years of age, through personal interviews conducted by Statistics Sweden within the framework of the Annual Level of Living Surveys. At the same time, detailed accounts of the respondents' health status were also recorded. Linking the records on self reported chronic illness with death records gives a unique opportunity to study the association between subjective health ratings and mortality in the respondents.
The present study had two aims. The first was to investigate the extent to which mortality could be predicted from data on selfreported chronic illness for the study population as a whole. It was assumed that respondents reporting any kind of chronic illness at the time of interview would experience higher mortality compared with the rest. The second aim was to study mortality for different occupational categories, defined according to physical strain at work. By considering occupational histories, it was to some extent possible to study the occupational health selection effect on mortality rates. Some methodological topics must, however, first be discussed.
USE OF "HARD"1 AND "SOFT" MORBIDITY DATA "Hard" morbidity indicators such as clinical physician based measures or death are often regarded as more reliable than "soft" indicators such as subjective symptoms or self assessed health status. Mortality data are relatively easy to obtain and studies using these data can be done at a reasonable cost. Moreover, the immense literature describing the design of mortality studies and the sophisticated statistical methods available make the interpretation ofmortality data easier. However, an increasing number of epidemiological studies have emphasised the crudeness of using mortality data exclusively in occupational and other studies. One major weakness of mortality data as a measure of "Do you suffer from any long term illness, after effects from an accident, disability or other ailment?". If the answer was "yes", the respondent was asked to report the kind of illness he or she was suffering from as accurately as possible. The interviewer probed the reported illness by questions such as "Could you explain that a little more?", "What did the doctor say it was", "What part of the body or organ system is affected?" Follow up questions by which it was possible to determine the amount of pain and suffering caused by the illness were also asked. In order to include symptom free conditions not covered by the previous question, the respondents were questioned conceming use of regular medication. The (100) (6 6) diseases ofthe circulatory organs. Among women, diseases of the circulatory organs were also the most frequent cause ofdeath (45 4%). The second main cause of death for men and women was neoplasms (26'5, 36 5%), followed by injuries due to external violence (7 2, 5 3%) and diseases ofthe respiratory organs (4 5% for both sexes) (table II) . Table III gives age specific mortality rates and standardised rate ratios for both sexes. The computation of mortality rates and rate ratios was completed separately for those who at the time of interview reported at least one long tern illness, and for those who did not. The crude mortality 
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- The main conclusion from the results of the present and other similar studies is that subjective assessments of health have a value as predictors of mortality. Moreover, the strong relationship between self reported illness and mortality implies that subjective measures of health through surveys are valuable tools of risk appraisal in different populations.
The second question posed by the study concerned mortality differentials between occupational categories, where occupational histories were taken into consideration. The results indicated excess mortality in physically heavy occupations for men, but not for women. Risk of death was significantly higher for workers who had left physically demanding work for lighter work compared to those who always had light work. These results indicated "negative health selection" into the category of light occupations, causing an excess mortality there. A similar observation was made for the same study population in an earlier study on the occurrence of long term illness.-3 The selection effect in that study was even more obvious, especially for musculoskeletal diseases. Mortality from musculoskeletal disorders is very low, however, and while the few deaths do not allow analysis of selection effects on musculoskeletal mortality rates, the methodological problems of over-and underestimation of risk of death in different occupations will still remain. Selection effects on morbidity rates could also be shown for women in the study mentioned above, ' 
